be duodenal; he was under the impression that a paper from the Mayo Clinic showed, in a large number of operated cases, that only a very small percentage of ulcers in the stomach w-ere pyloric. He had not for some years been satisfied with gastrojejunostomy for the treatment of duodenal ulcer because an appreciable number of his patients suffered from hsemorrhage which investigations showed to be attributable to the original ulcer. In 1912, he found Dr. William Mayo excising a good many duodenal ulcers and from that time he (the speaker) had excised every duodenal ulcer which was possible under the circumstances; most of these were on the anterior surface of the duodenum, which was opened by a horizontal ellipse enclosing the supposed ulcer and the gap was then closed vertically: sometimes a posterior gastrojejunostomy had been done as well. In every case the piece removed had shown an active ulcer; he had inspected the interior of the duodenum in every case and very rarely had he found a second ulcer. The chief information obtained from this was the realization that duodenal ulcers were usually smaller than gastric ulcers and sometimes were so small that they were easily overlooked; he felt sure he must have often done this.
Mr. T. P. DUNHILL, C.M.G., said he believed duodenal ulcer could be accurately diagnosed before operation in the great majority of cases and he did not open an abdomen unless the presence of an ulcer was revealed by X-ray examination. The surgeon should see the X-ray examination made himself. Information was often obtained on the screen that was not shown subsequently on the film. Ulcers were not all similar, and should not be classed together as regards treatment. He believed, with Professor Pannett, that, other things being equal, it was better that the stomach contents should not be delivered into the jejunum through a gastro-jejunostomy opening but should first be mixed with the bile and pancreatic juice. This was achieved by an operation of the Billroth No. 1 type. But other things were not always equal, and sometimes the advantages to be gained by resection of the affected part of the duodenum were overbalanced by the difficulties of the operation. All duodenal ulcers could not, be classed together as regards operation. They differed in their evolution and their complications. Some were confined to the first part, and the duodenum could readily be mobilized beyond the ulcer. In this class he had performed a number of operations, following Dr. Schoemaker's method, and had felt that it was sound in the patient's interest. But with a deeply penetrating ulcer, in the second part, often accompanied by an inflammatory mass around the area, the difficulties of mobilizing the duodenum beyond the ulcer over-balanced the advantages; and in this condition a gastro-enterostomy was the wisest procedure. Then again, hamorrhage from an ulcer modified the plan followed. This might be small and continuous, or sudden and severe. For these patients resection of the affected portion of the duodenum was not the right treatment.
The condition of most patients with duodenal ulcer was rendered enormously better by the operation of gastro-jejunostomy, though he did not think the proportion of patients cured was as high as Mr. Walton suggested. Medical men who bad been so treated constituted an efficient " follow-up " department, and in their case there was evidence afterwards of greater sensitiveness to dietetic indiscretions and to -excessive use of tobacco, as well as to overwork. Clearing-up of septic foci was an essential preliminary to any operative treatment.
Mr. C. A. JOLL
said he also thought that the skilled radiologist could give a high proportion of positive diagnostic results in these cases; out of, fifty cases he had recently looked through, forty-nine had been correctly recognized in this way, the remaining one being at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from
